Introduction
In the female population, it is observed that breast cancer has the highest global prevalence and cervical cancer occupies the third position. In Brazil, following the worldwide trends, breast cancer is the pioneer in the statistics, followed by cervical cancer, which occupies the second position (1) to a significant reduction in sexual desire and the quality of daily life (4) (5) (6) . Furthermore, the recommended treatments for cervical cancer and breast cancer are highly aggressive and significantly transform the social and personal relationships of these women. For this reason many women do not adhere to the proposed treatment when diagnosed with these cancers.
Adherence to the treatment regimen appears as a complex issue, including the definition of the term, the difficulty of coping and even its measurement, since adherence can be operationalized in different ways.
In general, adherence is a dynamic and multifactorial process that involves co-participation among the triad:
user, health professionals and social support network (7) .
All forms of measurement require a specific protocol that demands competence and interpretation of the health professional to evaluate the historical context of each patient (7) . Therefore, the Adherence Determinants Questionnaire (ADQ) scale was developed by American researchers, which aims to evaluate the elements of self-adherence of patients to the clinical treatment for cancer, taking into consideration a set of cognitive and motivational skills, as well as social and behavioral variables, making it a multifactorial instrument (8) .
Accordingly, adherence to treatment is related to multiple factors, such as social, economic and cultural factors, factors related to health systems, services and professional, and factors related to the disease, the treatment and the sick person. These categories positively or negatively influence the act of the patient adhering or not to the treatment (9) . Such constructs are covered in the ADQ scale.
It should be noted that the validation of the original scale was performed with groups of primary, secondary and tertiary prevention, including women treated for cervical cancer. Given the prevalence of cervical and breast cancer in Brazil, it was decided to perform the validation for this specific population, which does not prevent its application with other population groups, provided similar contextual and cultural aspects are considered.
In Brazil, there are no known specific instruments, (10) . In the synthesis of translations step, the two translated versions (T1 and T2) were pooled and synthesized into a single final instrument (T12), with the participation of the main author of this study, in order to minimize the possibilities of typical translation errors, such as omission or additions of words that could change the real meaning (10) . In step III, the back-translation to the item and the particular factor (11) . After extraction of the factors, their rotation was performed. Orthogonal varimax rotation was selected, as it adds fewer variables within each factor, facilitating the data interpretation.
Regarding the reliability, the test chosen to
analyze the homogeneity of the ADQ-BV scale was the Cronbach's alpha measure of internal consistency precision, which is the most common measure used for reliability (12) . The Cronbach's alpha value can vary between 0 and 1, with values greater than .7 being considered acceptable. The Cronbach's alpha measures the unidimensionality of an instrument. As the ADQ scale presents several subcomponents (domains), the Cronbach's alpha was calculated separately for each domain, as theoretically there are several constructs in question (12) . In addition, the reverse items were adjusted for the Cronbach's alpha calculation.
The ADQ scale has 38 statements, with a Likert type response scale ranging from 1 to 5, from strongly agree, agree, neither agree nor disagree, disagree and strongly disagree. The Cronbach's alpha value of the total scale in the English language was 0.76, presenting good reliability. The categories analyzed in the instrument are as follows: (1) perceptions of interpersonal care, (2) beliefs about disease susceptibility, (3) beliefs about the severity of the disease, (4) assessments of the costs and benefits of treatment adherence perceived by the patient (5) subjective perception of social standards to adhere, (6) intention to adhere and (7) perceptions of available support and absence of barriers to adherence (8) . The sample was calculated considering the recommendation of between 5 and 10 participants per variable (11) . The QDA scale consists of 38 items. Thus, by performing a simple calculation, multiplying thirty eight by five, the number of 190 was obtained. The study included 198 participants, 152 being treated for breast cancer and 46 being treated for cervical cancer.
As following inclusion criteria were defined: women 
Results
The cross-cultural adaptation configures a rigorous process consisting of several steps in order to produce an instrument equivalent to the original instrument in terms of the measurement of the construct, but that has particularities specific to the context in which the scale is to be applied. Comparing the T1 and T2 translations, in general, no significant differences were found between the two versions. However, it was observed that in the Lessa PRA, Ribeiro SG, Aquino PS, Almeida PC, Pinheiro AKB.
These results revealed that factor analysis was suitable for the analysis of the QDA scale. The use of the scree plot was chosen, indicating how many factors should be extracted, from the graph that indicates the number of components above the inflection point.
As shown by the graph below, a curve with a difficult interpretation was verified, as it begins to have a tail after four factors, accentuating after the fifth factor.
Therefore, after critical evaluation and initial comparison with the original scale, which consists of seven domains, the extraction of five factors was defined. Table 1 , the items were distributed in five factors. For the variables that presented loadings in more than one factor, the factor with the highest loading value was considered. It was also confirmed that all the variables showed a value higher than 0.3, with it not being necessary to exclude any. Regarding the construct validity, the factor analysis identified the extraction of five factors, unlike the original scale which measures seven factors.
In the original scale items 13, 15 and 16 belonging to domain II -Perceived Usefulness (benefits/costs and efficacy) and are intrinsically related to the domain that deals with perceived susceptibility, since the three displaced items depict the vulnerability to cancer to which women are exposed, following or not the treatment.
In addition, items 9, 11, 12 and 14 were displaced, after the factor analysis, to the Intention domain. Domain II, which depicts the costs and benefits of adherence to treatment, covers the idea contained in the Intention domain, since intention can be seen as an important behavioral action in studies of health behaviors that could translate into preventive actions (13) . Thus, from the reflection about the benefits and difficulties of the cancer treatment, the decision is taken to adhere or not to the (14) .
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Furthermore, the realities in which the scales were validated differ in various aspects, especially with regard to the education of the participants. The women in the study often reported not having a great knowledge about the treatment to which they were being subjected, nor the type and aggressiveness of the cancer they had. Therefore, the Cost/Benefits and Perceived Severity domains can be interconnected with other subcomponents of the scale, as revealed in the factor analysis.
Reporting the results of the factor analysis, it was observed that no item presented a factor loading less than 0.3, as recommended (11) . Thus, no items needed to be excluded, showing good correlation between the scale items and the constructs to be measured. However, it is known that adherence is not an easy to measure attribute and one should always try to identify the main difficulties in this process faced by people who experience treatment for chronic diseases, including cancer, in order to minimize them, improving their quality of life (7) . Thus, the ADQ scale seeks to address the different constructs that involve adherence, comprehending the complexity involved in this issue.
Conclusion
Regarding the evaluation of the psychometric properties, the Brazilian version of the ADQ scale resulted in 38 items similar to those of the original scale. In contrast, two domains were removed from the original scale, producing five domains in the Brazilian version, resulting from the factor analysis. This change suggests that researchers who work with the adaptation and validation of instruments should carefully evaluate the life context to which scale is to be applied, in order to guide decisions such as the exclusion of items and domains, so that they do not merely transcribe, without critical thinking, the processes of validation performed in the original instrument.
It should also be added that the domains of the scale and the total scale showed high indices of reliability, through the Cronbach's alpha values, which ranged from .639 to .844, resulting in the total scale value of .829.
It was therefore concluded that the ADQ-BV scale is a valid and reliable instrument that is able to measure the elements of adherence to the treatment for cancer. In addition, the instrument highlights elements that can be positively reinforced and serve as support in order to improve the adherence to treatment for cervical and breast cancer.
Finally, it is believed that this study contributes with the publication of a reliable scale that is able to measure the elements of adherence to the treatment for cervical and breast cancer. The study also enables nurses, other health professionals and managers to rethink their health practices, directing their interventions in a participatory manner with the client and family members, considering them as a reference in their attitudes, in order to contribute to better quality of life and coping with these cancers that are still very prevalent in the quotidian of Brazilian women.
